Local anaesthesia for cataract has usually included a retrobulbar injection of a solution such as xylocaine or one of the longer acting anaesthetics. The reason for taking what to the casual observer seems a somewhat alarming step, namely, the plunging of a long and extremely sharp needle some 4 to 5 cm into the orbit in close proximity to the globe, has been the supposition that anything less would be likely to give less than adequate anaesthesia and akinesia. As has been pointed out recently, however, retrobulbar anaesthesia is not so essential a step as is widely believed. ' The total number of local anaesthetic (LA) operations in the series was 178, of which three were carried out by a retrobulbar and 175 by the NR technique. Thirty eyes were operated upon under general anaesthesia (GA). In one patient a general anaesthetic was used for the first eye and a local for the second. There were no patients in whom a local was used in the first eye and a general in the second. LA was used on both eyes of nine patients and GA on both eyes of four patients.
One patient operated on by the NR technique had simultaneous squint surgery.
NR TECHNIQUE
The NR technique was carried out as follows. No premedication was used. Patients were reassured that little or no pain was likely to be felt. Some patients were afraid that they might prejudice the result of the operation by inadvertent movements but were reassured that this was in our experience extremely unlikely. Before towelling up the head two drops of amethocaine 1% were instilled into the eye, care being taken to apply the drops to the upper bulbar conjunctiva. Two or three minutes later a subconjunctival injection of up to 1 ml of 2% xylocaine was made in the upper bulbar region about 7 mm from the limbus. No attempt was made to enter the belly of the superior rectus muscle for fear of accidentally perforating the globe and the needle was always 'agitated' slightly from side to side to make certain that it was indeed in loose subconjunctival tissue only, before the injection was actually made. The bleb resulting from the injection was massaged downwards on the globe and could always be seen to extend to below the 3 and 9 o'clock positions on the limbus. In a few of the early cases separate injections were made over the medial and lateral recti, but this was found to be unnecessary and was therefore not persisted with. With such small numbers subtle differences from the expected norms would not be likely to show up, and, as mentioned in the introduction, this trial was no more than a feasibility study. However, purely for illustrative purposes, with no pretensions to statistical significance, the visual results of the three types of anaesthesia used during the period -NR, conventional retrobulbar, and GA -are displayed in Table I .
It can be seen from Table I that the visual results expressed as the visual acuities at approximately three months after operation appear reasonably satisfactory and there is no obvious difference between the NR and GA cases. Furthermore there is certainly no obvious difference between these results and what one has come to expect from local anaesthesia by conventional retrobulbar injection.
DIFFICULTIES AND COMPLICATIONS
The expected difficulties due to excessive eye There was no vitreous loss in the GA cases. All the vitreous loss cases had a lens implanted, as mentioned previously, and the final visual acuities were 6/6, 6/9, and 6/9 respectively in the three eyes. Two other patients had had vitreous loss in their other eyes previous to the study while Only one patient experienced severe pain during the operation, and it has to be admitted that this was a distinctly unnerving experience. The patient was a very obese West Indian female on whom the local anaesthetic seemed to be almost ineffective. As she was adamantly opposed to GA, the second eye was operated on with a retrobulbar anaesthetic, and I was surprised to find that this proved to be even worse than the NR operation. Fortunately both procedures were carried out satisfactorily, but it seemed clear that in this particular patient it was not the NR technique which had caused her pain in the first operation but a resistance to the anaesthetic material itself.
None of the patients operated on by the NR technique requested a different technique for the second eye.
Discussion
One of the most obvious differences between anaesthetic injection. 
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